DisCussion
Scenarios like the one above occur commonly in hospitals. A study of septic patients in a surgical intensive care unit (SICU) showed that 47% of the patients admitted with sepsis, severe sepsis, or septic shock came from a surgical floor 1 . Patients who develop sepsis as inpatients present different challenges from patients who present to the hospital with sepsis.
According to the Institute for Healthcare Improvement (IHI), the incidence of sepsis has increased to 750,000 new cases per year with at least 210,000 fatalities 2 . Seventeen percent of hospitalizations with the diagnosis of septicemia or sepsis result in death compared with only 2% of other types of hospital admissions 2 . Besides having a high mortality rate, sepsis can cause long periods of debilitation. Thirtysix percent of patients hospitalized with sepsis are transferred to other facilities, such as long term care, compared to 14% of other types of inpatients. Implementation of Early Goal Directed Therapy (EGDT) improves sepsis survival 3 . However, early recognition of sepsis in the inpatient setting can be a challenge.
Early recognition of sepsis is imperative in improving mortality rates. A 2001 study showed improvement in mortality rates only if EGDT is initiated within six hours 4 . The challenge is the complexity of sepsis which prevents early recognition from occurring consistently, particularly on medical-surgical units. However, clinical knowledge alone does not guarantee sepsis will be recognized. The clinician must have time to review patient data and determine whether the patient has signs of sepsis. This is challenging in today's fast-paced clinical environment. The complexities of sepsis recognition can be overcome by implementing a systematic recognition program for sepsis. Screening tools are widely available and are effective in the recognition of sepsis [4] [5] [6] .
It is important for each healthcare facility to choose a method for screening which is congruent with the workflow of the facility. A few of the considerations include:
Who should do the screening? 2.
How often should the screening be done? 3.
Should the screening be done on paper or electronically?
Although physicians and other healthcare providers have the ultimate responsibility in determining if a patient is septic, their contact with the patient is limited compared to the contact the nursing staff has with the patient. The requirement for early recognition makes it necessary for the nursing staff to be able to recognize potential sepsis in the patients and report findings to healthcare providers. Many institutions utilize the primary nurse for completing screening tools while others use charge nurses or rapid response teams 7, 8 . The frequency of screening is also a difficult question because some of the SIRS criteria, such as lab values, would have data points only once a day, while others, such vital signs, have more continuous assessments. Studies have examined screening tools used at a wide range of frequencies. Some screening tools are completed only on admission and with any sign of patient deterioration; others are done every time a new set of vital signs is entered into the medical record. Hospitals still using paper charting will implement a paper sepsis screening tool. Hospitals with electronic medical records may consider partially automating the screening tool using data already entered by nursing and ancillary staff. A multidisciplinary team should be formed in each institution to determine the best method for sepsis screening for the facility 7 .
The University Medical Center Health System Critical Care Collaborative is a multidisciplinary team formed to improve the quality of critical care delivered in the facility. The Collaborative determined the need for a sepsis screening tool and developed one individualized for the facility based mostly on the screening tools available on the IHI website ( Figure 1 ). The screening tool was completed by the primary care nurse on admission to the intensive care unit to determine its potential utility. After a one month trial it was determined the tool was adequate for identifying sepsis. However, use of the tool was not consistent because the tool was on paper and our hospital utilizes an electronic medical record. The Critical Care Collaborative worked with information technology professionals to develop an electronic sepsis screening tool. This tool works by "firing a rule" every time a nurse completes a head to toe assessment on the patient. The rule prompts the computer system to look for criteria identifying sepsis as the paper sepsis screening tool does. If the patient is identified as potentially having sepsis according to the computer, a task is "fired" for the primary nurse to complete a sepsis screening tool. Figure 2 is a screen shot of the electronic sepsis screening tool. Only time will tell if the electronic sepsis screening tool will be effective for the UMC Health System. Adjustments may be needed to create the most efficient and accurate sepsis screening tool. Continuous evaluation of the tool's effectiveness by the multidisciplinary Critical Care Collaborative will insure a method for improving the recognition of sepsis in our healthcare facility. 
